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CHATTANOOGA, TN 37421

Zayio | SUMMARY STATEMENT OF DEFICIENSIES [
R e AN IR R | i | o erceay [
| LSC IDENYIFYING INFORMATION} TAG CROSS-REFERENCED TQ THE APPROPRIATE BATE
' [ ) DEFICIENCY) .
i [ Flupulatiuu uli(lu!vl—e*m_“rﬂ“c p]q"
i of correction does not constitute
F 000 ] INITIAL COMMENTS FO00)  dmission or agreement by the provider
with the statement of deficiencies. The
Amended: October 26, 2012 plan of correction is prepared and/or
F 156 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F 156 executed because it is required by
$8=D | RIGHTS, RULES, SERVICES, CHARGES provision of Federal and State regulations.
The facility must inform the resident both orally F-156
and in writing in a language that the resident
understands of his or her rights and ali rutes and 1. Residents #93, #46, and
I eg“IatK_’nls_ Qoverning resident conduct and #1 lsuffered no harm. Resident#
responsibilities during the stay in the facility. The 95 was sent a Medicare denial
fac!llty must also provide the resident with the letter on 10-17-12. Resident #46
| natice (if any) of the State developed under was sent a Medica.re denial letter
§1919(e)(6) of the Act. Such notification must be on 10-18-12. Resident #11 was
' made prior to or upon admission and during the ided witl :
: ' X . , provided with a written copy of]
| res'dentsj’tay' Receigt of such information, and Resident’s Rights on 10-25-12.
wriing, | ene 1ot must be acknowledged in 2. The facility’s Business Office
| Manager reviewed all current
: The facility must inform each resident who is facility residents to ensure that
I entitled to Medicaid benefits, in writing, at the time appropriate liability and appf_:al
i of admission to the nursing facility or, when the notlf:es in the form of a Medicafe
resident becomes eligible for Medicaid of the deniat letter have been sent
- items and services that are included in nursing during the last 30 days, as
facility services under the State plan and for applicable. Any current resident
which the resident may not be charged: those identified as not having received
other items and services that the facility offers a Medicare denial letter, as
and for which the resident may be charged, and applicable, was sent the
the amount of charges for those services; and appropriate liability and appeal
inform each resident when changes are made to notice. The facility’s Admissign
the items and services specified in paragraphs (5) Coordinator reviewed all current
{i(A) and (B) of this section, facility residents to ensure that
N they received a written copy of
The facility must infarm each resident before, or Resident’s Rights upon
af the tirme of admission, and periodically during admission to the facility. Any
the resident's stay, of services. available in the current resideats identified as 4ot
facility and of charges for those services, having received a written copy of
i including any charges for services not covered Resident’s Rights upon

| under Medicare or by the facility's per diem rate.
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Any deficiency statem@nt anding with an asterisk () denotes a deficiency which the (natitution ma Y

X ’ y bo oxcused from corracting providing it (4 detenmined that
?til:er §afeguards pravide sufficlent protection to the patients. (See instructions,} Except for nursing homas, the findings stated abovs are disclosable 90 days
oilowing tho date of survey whether or not a plan of correction I3 pravided. Foe nursing homes, tha above findings and plans of correction are disclosable 14

days following the date these documents are made avallable to the faclllty. If defi i
Braaram paniiation ty eficiancles are cited, an approved plan of correction Is requisite ta continued
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
445206 10/17/12012
NAME QF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
CONSULATE HEALTH CARE OF CHATTANOOGA 8249 STANDIFER GAP ROAD
CHATTANQOGA, TN 37421
(X4 I SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION ! 1%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG ;  REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
I DEFIGIENGY)
: wITTissio was provided Wi
F 156 , Continued From page 1 £ 158 copy. The Regional Business

i The facility must furish a written description of
legal rights which includes:

i A description of the manner of protecting
personal funds, under paragraph (c} of this i
section; !

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right to request an assessment under section

1 1924{c) which determines the extent of a couple's
i non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent $tate client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombugsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may flle a

| complaint with the State survey and certification

| agency cancerning resident abuse, neglect, and
' misappropriation of resident property in the

: facility, and non-compliance with the advance
directives requirements,

The facility must comply with the requirements
specified in subpart | of part 489 of this chapter
related to maintaining written policies and
procedures regarding advance directives. These
requirements include provisions to inform and

| Rrovide written information to all adult residents

|

Office Manager re-educated the
facility’s Business Office
Manager on the facility’s Policy
and Procedure for Medicare
denial letters to ensure
appropriate notification to
residents of their liability and
appeal. The Regional Director af
Admissions re-educated the
facility’s Admissions
Coordinator and Admissions
Department on the facility’s
Policy and Procedure of Resident
Notification and Consent to
ensure residents are aware of
their Resident’s Rights.

The facility’s
Administrator/Director of
Clinical Services/Business Office
Manager will conduct Quality
Improvement (QI} monitoring of
Medicare denial letters to ensurg
appropriate notification and
appeal for residents. The
facility’s Administrator/Director
of Clinical Services/Business
Office Manager will also condug
QI monitoring of Resident’s
Rights to ensure appropriate
notification upon admission to
the facility. QI monitoring will
be conducted 3 x weekly for 12
weeks then 1 x monthly for 9
months using a sample size of 6
The facility’s
Administrator/Director of
Clinical Services will report

—
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UECMRIMENT UF HEALTH AND HUMAN SERVICES " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING
4452035 10/1712012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
8249 STANDIFER GAP ROAD
CONSULATE HEALTH CARE OF CHATTANOOGA
CHATTANOQOGA, TN 37421
(X410 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5}
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFLX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE ARPROPRIATE DATE
ll DEFICIENCY)
] TESUIS OF W oot
F 156 | Continued From page 2 F 156 Quality Assurance/Petformance

Improvement (QA/PI)
Committee monthly x 12 month
for continued compliance and/or
revision,

i concerning the right to accept or refuse medical
or surgical treatment and, at the individual's

' option, fermulate an advance directive. This

| includes a written description of the facility's

| policies to implement advance directives ang

i i 12-1-12
‘ applicable State law. Substantial Compliance

The facifity must inform each resident of the

‘ name, specialty, and way of contacting the

: physician responsible far his or her care,

|

| The facility must prominently display in the facility

; written information, and provide to residents and

‘ applicants for admission oral and written
information about how te apply for and use

Medicare and Medicaid benefits, and how to

| receive refunds for previcus payments covered by
such benefits,

This REQUIREMENT is not met as evidenced
by:

Based on review of facility decumentation,
interview, and medical record review, the facility
failed to provide two residents (#46, #95) of three
residents reviewed with an appropriate liakility
and appeal notice, and {ailed to provide resident
rights in writing for one resident (#11) of
forty-three sampled residents.

The findings included:

Review of facility documentation for two residents
46, and #95, revealed no denig! letter and the
beneficiary had not been advised of hisfher rights
. to have a claim submitted to Medicare or advise

l the standard ¢laim appeal rights if the claim was

' denied by Medicare.

| |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES T ORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380394
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA %2) MULTIPLE CONSTRUCTION (Ha} DATE SURVEY

AND PLAN OF CORRECTION EN :
R 8] IDENTIFICATION NUMBER A BUILDING COMPLETED

445205 8. WING 1011712012

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

8249 STANDIFER GAP ROAD
CONSULATE HEALTH CARE OF CHATTANOOGA CHATTANOOGA, TN 37421

@I ! SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION {45
PREFIX - (EACH DEFICIENGY MUST BE FRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFOCRMATION) X TAG CROSS-REFERENCEQ T THE APPRGPRIATE DATE
! i DEFICIENGY)

F 156_i Continued From page 3 F 156

Interview with the Office Manager on October 16,
2012, at4:28 p.m., in the front office, confirmed
the facility failed to provide the residents a liability
!and/or appeal notice,

Resident #11 was admitted to the facility on May
21, 2012, with dlagnoses including Personality
Disorder, Depressive Disorder, Hypertension,
Atrial Fibriliation, and Congestive Heart Failure.

Medical record review of the quarterly Minimun
 Data Set dated August 30, 2012, revealed the
resident had no cognitive impairment,

| Interview with the resident on October 17,2012, |
| at 9:00 a.m., in the resident's room, revealed the

| resident stated had never recieved a copy of the
: resident’s rights and wanted a copy.

| Review of admission documentation and

. interview with the Social Worker on October 17,
1 2012, at 10:4C a.m., in the conference room,

- confirmed the resident had signed and initialed all i
the admission paperwork except the section
indi¢ating, "I hereby acknowledge that | have
received copies of the following information and
that it has been clearly explained to me by the
facility staff. Patient Rights..." Furher interview
confirmed the admission dogumentation did not F-221
indicate the resident had received a written copy .
of the Patient Rights. 1. Resident #1 suffered no harm.
F 221 483.13(3) RIGHT TO BE FREE FROM F 221 Resident #1°s 2 side rails were
$8=D | PHYSICAL RESTRAINTS removed from the center of the bod
and Y padded side rails were pladed
The resident has the right to be free from any at the heaq of the ]aed to aid the
physical restraints imposed for purposes of resident with turning and
discipline or convenience, and not required to

FORM CMS.2567({02-95) Previous Versiens Obsolata Event ID: ReZZ11 Faclity 1D: TN3314 If continuation sheat Page 4 of 34
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VEFARIMEN | UF HEALTH AND HUMAN SERVICES MRINTEL: TWGIAUTE
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEOth %SPMRO;E?

STATEMENT OF DEFICIENGIES X OATE
AND BLAN OF CORRECTION xn lggg_\r’:géif%%?ﬂf&%w (%2} MULTIFLE CONSTRUCTION (43} DATE SURVEY
A BULDING COMPLETED
445205 B. WiNG
NAME OF PROVIDER OR SUPALIER 1011712612
STREET ADDRESS, CITY. STATE, 2IP GODE T
CONSULATE HEALTH CARE OF CHATTANOOGA 8249 STANDIFER GAP ROAD
—— o CHAYTANQQGA, TN 37421
STATEMENT OF DEFICIENCIES 0 FROVIDERS P
PREFIX B REGUAT Y oo MUST BE PRECEDED BY FULL ! PREFIX (BACH CORRECTVE AGTION St Be | combinon
FYING INFORMATION) | CROSS-REFERENGED TO THE APPROPRIATE DATE
.1 DEFICIENGY)
i f
F 221, Continued Fro
| m page 4 F 221 repositioning while in the bed per

by:

residents,

: with alarm,.."

I been completed.

1 |

treat the resident's medical symptoms.

i Thlis REQUIREMENT is not met as evidenced

| Based on medical record review, observation.
 and interview, the facility failed to complete a

' pre-restraining assessment and obtain an order
[ for a restraint for one resident (#1) of three

' residents reviewed of forty-three sampled

The findings included:

Resident #1 was admitted to the facility on Jul
2?.. 2002, and readmitted July 22, 2011, with Y
d:agr_toses including Dementia, Anxiety, Left
Hemiparesis, and Anemia,

I

+ Medical record review of the quarterly Minimum
Data S_et {MDS) dated Augus‘il 20, 20)"12. revealed
the resident was cegpnitively intact for daily
decision making, was totally dependent on staff |
for bed mobility, transfers, and no restraint in use. |

| Medical record review of the Care Plan dated
! Marqr_m 6, 2012, revealed *..,1/2 rails for increase
| mobility and safe turning...velcro self release belt

, Medical record review revealed no pre-restraining
‘ assessment had been completed.

Il

| Medical record review of the Quarterly Collection

! Data dated August 11, 2012, reveaied no
restraints, and the side rail assessment had not

the physician’s order. Resident
#1’s Velcro self-releasing alarming
seat belt was discontinued and a tab
alarm was applied to the wheelcha
per the physician’s order,

2, The facility’s Director of Clinical
Services/Nurse Manager reviewed
all current facility residents to
ensure that any residents with a
restraint currently in place had bee;
appropriately assessed prior to the
placement of that restraint and a
physician’s order was in place for
that restraint. Any residents
identified as not having had a prioy
assessment for a restraint or a
current physician’s order in place
for a restraint, had that restraint
discontinued until which time the |
assessment was completed and the
physician’s order was cbtained.
The Regional Director of Clinical
Services re-educated the facility’s
Director of Clinical Services/Nurs
Managers on the facility’s Pelicy
and Procedure for Restraints. Thg
facility’s Director of Clinical
Services/Education Coordinator re-
educated all current facility nursing
staff on the facility’s Policy and
Procedure for Restraints.

3. The facility’s Director of Clinica
Services/ Nurse Manager will
conduct QI monitoring of restraints
to ensure that an assessment is
completed and a physician’s order

—

=

(1]
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STATEMENT QF DEFICIENGIES (*1) PROVIDER/SURPLIER/CLIA {X2) MULTIPLE GCONSTRUCTION {X3) OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
445205 8. WING 10117/2012
NAME OF PROVIDER CR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP GODE
8249 STANDIFER GAP ROAD
r
CONSULATE HEALTH CARE OF CHATTANOOGA CHATTANOOGA, TN 37421
X430 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S RLAN OF CORRECTION X&)
PREFIX (EACH BEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESEE{%;E&;}I’%E APPROPRIATE DATE
|
F 221 | Continued From page 5 F 221 is obtained prior to restraining a

Medical record review of the physician's
recapitulation orders dated October 1, 2012,
through QOctober 31, 2012, revealed ...11/28M 1"
side rails up x (times) 2 bilat (bilateral} while in

| bed to aid in bedside positioning...7/22/11: Velgro
| self-release belt with alarm to W/C (wheelchair)
to alert staff of unsafe transfer..."

‘ Medical record review of the Weekly Nursing
| Progress Note dated Qctober 10, 2012, revealed
i "...no restraints..."”

| Observation en October 15, 2012, at 2:30 p.m., in
' the resident's room, revealed the resident seated
| in a reclining wheelehair, and a self release seat

| belt in place.

| Observation on October 17, 2012, at 7:30 a.m., in
the resident's room, revealed the resident lying on
the bed with one-half side rails positioned in the
middle of the bed, and in the raised position,

Interview with the Assistant Director of Nursing
(ADON) on Qctaber 17, 2012, at 7:40 a.m., at the
nurse's station, confirmed the side rails had not
been assessed as a restraint and if the resident
wanted to exit the bed the resident would ge to
the foot of the bed,

| Interview with the Director of Nursing (DON) on
| October 17, 2012, at 8:24 a.m., at the nurse's
station, confirmed the the side ralls had not been

, asseseed as a restraint and if the resident wanted
| to exit the bed the resident would go to the foot of
‘ the bed.

Observation and interview with the Nurse

| Consuttant on October 17, 2012, at 1:05 pm., in
|

resident. QI monitoring will be
conducted 3 x weekly for 12 weeks
using a sample size of 6.

4. The facility’s Director of Clinical
Services/ Nurse Manager will
report results of QI monitoring to
the QA/PT Committee moathly x 12
months for continued compliance
and/or revision.

Substantial Compliance 12-1-12

FORM CMS-2567(02-59) Previcus Versions Ohocials
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DEPARTMENT OF HEALTH AND HUMAN SERVICES N
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0238-03091
e N " S
A, BUILDING COMPLETED
4d B. WING
NAME OF PROVIDER OR SUPPLIER 22 1071712012
STREET ADDRESS, CITY, STATE, ZIF CODE
CONSULATE HEALTH CARE OF CHATTANOOGA 6249 STANDIFER GAP ROAD
| CHATTANOOQGA, TN 37421
X4) 1D SUMMARY STAT: :
AHE)FIX ] {EACH DEFICIENCY hﬁgsE?;EO gﬁégggggﬁuu ! FRIEFIx |! (E:(?p? g?g&fﬁﬁgﬁ&f&“@ﬁgﬂﬁ"ﬁ comgu.ﬁe"nan
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 1 TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY)
|
F 221 Continued From page 6 ¢ R 991IR.246
: the resident’s room, revealed the resident was
| unable to remove the self release seat belt on 1. Residents # 23 and #104 suffered
- command and the facility failed to assess the no harm. Resident #23 had their
| $eat belt as a restraint. call light placed within their reach
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 245 on
§8=D: OF NEEDS/PREFERENCES 10-15-12. Resident #104 had their
call light placed within their reach
A resident has the right to reside and receive on 10-17-12.
- services in the facility with reasonable 2.  The facility’s Director of Clinical
accommodations of individual needs and | Services/Nurse Managers/Social
prefer ences, except when the health or safety of [ Services reviewed all current
the individual or other residents would be facility residents to ensure that theif
endangered. call lights were placed within their
reach. Any current facility
residents identified as not having
. ) ) had their call lights within their
: g;ls REQUIREMENT is not met as evidenced reach immediately had their call
Based on medical record review, observation, ]f’gt.’lt.Plfmd. within t?g‘lr. r‘."aclh‘ The
' and interview, the facility failed to provide a ¢all acility’s Director of Clinica
| light within reach for two residents (#23 #104) of Services/Nurse Manager re-
twenty-seven residents reviewed of forty-three educated a!l current facility staff on
sampled residents. the fa(:llit}( s Policy and Procedure
for Call Lights to ensure that they
. The findings included; are within the resident’s reach.
: 3. The facility’s Director of Clinical
Resident #23 was admitted to the facility on May Services/Nurse Manager will
19, 2008, with diagnoses including Multiple | conduct QI monitoring of call lighfs
Sclerosis, Paralysis Agitans, Hypertension, to ensure that they are within the
Peripheral Vascular Disease, Latent Nystagmus, resident’s reach. QI monitoring
| External Ophthalmoplegia, and Depressive will be conducted 5 x weekly for 4
Disorder. weeks then 3 x weekly for 8 weeks,
then 1 x monthly for 9 months
Medical record review of the Care Plan dated using a sample size of 6,
October 10, 2012, revealed "Self Care Defigit” 4. The facility’s Director of Clinical
with approaches and interventions includ ing "... Services/Nurse Manager will report
Keep needed items in easy reach, Call bell in results of QI monitoring to the
reach...” [ 1
I
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FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFIGIENCIES X1
AND PLAN OF CORRECTION O DENTINGATION NUUBER, | ) MULTIPLE CONSTRUGTION O COMPLETED,
A, BUILDING
445205 B WING 10/17/2012
NAME CF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
8249 STANDIFER GAP ROAD
CONSULATE HEALTH CARE OF CHATTANODGA CHATTANGOGA, TN 37421
(%4 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULY, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFIGIENSY)
[
F 246 | Continued From page 7 | F 246! QA/P] Committee monthly x 12
months for continued compliance
Observation on October 15, 2012, at 3:50 p.m,, and/or revision.
revealed the resident lying on the bed with the
1 privacy curtain pulled, Continued observation Substantial Compliance 12-1-12
i revealad the call light on the flaor at the head of
" the bed.
| Observation and interview with the Medical
i Records Director on Oclober 15, 2012, at 4,00
p.m., confirmed the call light was on the flgor and
the resident would not be able to alert the staff of |
! needs or an emergency. |
Resident #104 was admitted to the facility on '
October 6, 2009, with diagnoses including:
Dementia, Seizure disorder, Hypertension,
i Peripheral Vascular Disease, and Cerebral
: Vascular Accident.
Medical record review of the Care Plan dated July
11, 2012, revealed "Self Care Deficit" with
approaches and interventions including "...Keep
needed items in easy reach, Call bell in reach...”
Observation on October 17, 2012, at 8:30 a.m,
. @nd at 8:45 a,m.,, revealed the resident lying in
 bed on left side. Continued observation revealed F-250
the call light was not within reach of the resident
and was located at the foot of the bed, : 1. Resident # 6 suffered no harm.
i Resident #6 has an appointment to
Interview with the Customer Care Ligison, on see an oral surgeon on 11-7-12 and
October 17, 2012, at 8:55 a.m., confirmed the the Director of Social Services has
resident could use call light and the calt light was arranged transportation.
not within reach. . 2. The facility’s Director of Clinical
F 250 | 483.15(g){1) PROVISION QF MEDICALLY F 250 Services/Nurse Manager reviewed
8§8=p | RELATED SOCIAL SERVICE all current facility residents to
ensure that they had received dental
' The facility must provide medically-retated social

FORM CMS-2587(02.0D) Previous Versions Obsalsls
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMgoﬁg %j;gg%\ég?

STATEMENT OF DEFIGIENCIES X1 T -
D T OF DEFICIENG (x1) I;E%Eﬁ%ﬁg;ﬁﬁ:&%% {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
A BUILDING COMPLETED
445205 B. WING
NAME QF PROVIDER OR SUPFLIER a2
STREET ADDRESS, GITY, STATE, ZIF GODE
CONSULATE HEALTH CARE OF CHATTANOOGA 8249 STANDIFER GAP ROAD
| CHATTANOOGA, TN 37421
(41D | SUMMARY STATEMENT OF DEFICIENCIES ; !
pﬁepm _ éESﬁT'A DEFICIENCY MUST BE PRECEDED BY FULL pnlgnx (E:gr? ggggggﬁ%ﬂ?ﬂ%ﬁ%&”ﬁ COMBLITION
AG ] TORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENCY)
]
F 250 | Continued From page 8 F 250 services in the past year and/or any

‘ serviges to attain or maintain the highest
pracuce_:ble physical, mental, and psychosocial
well-being of each resident,

Ihis REQUIREMENT is not met as evidenced
¥,

Based on medical record review, ohservation

i and interview, the facility failed to obtain routine
|' deqtal services, for one resident (#5) of three
resident's reviewed of forty three sampled

' resident's.

The findings included;

| Resident #6 was admitted to the facility on April
| 23, 2008, with diagnoses including Senile
Delusions, Hyperlipidemia, Senile Depression,
Dementia Behavior, Depressive Disorder,
Esophageal Reflux and Diaphragmatic Hernia,

Medical record review of the annual Minimum
| Data Set (MDS), dated July 13, 2012, revealed
the resiclent was cognitively irpaired and
required extensive assistance with activities of
daily living.

Medical record review of the Annual Dental
Exarn, dated February 3, 2012, revealed

i ".teeth...upper several broken teeth...lower
several broken teeth...Or. (named physician)
Center for Oral and Facial Surgery...”

Medical record review of the Care Plan
Conference Record, dated January 5, 2012,

- revealed “,..conference call with

| daughter...resident has bad teeth, dental consult

3. The facility’s Director of Clinical

needed follow-up for dental
services had been completed. Any
current facility residents identified
as not having received dental

services and/or any needed follow
up for dental services had an

appointment scheduled to see the F

dentist, as applicable. The Region
Director of Clinical Services re-
educated the facility’s
Administrator, Director of Clinica
Services and facility’s Director of]
Social Services on the facility’s
Policy and Procedure for Provision
of Dental Services. The facility’s
Director of Clinical
Services/Director of Social
Services/Education Coordinator r¢
educated all current facility
Department Management staff, as
well as all current nursing staff o
the facility’s Policy and Procedure
for the Provision of Dental
Services,

Services/Saocial Services Director
will conduct QI monitoring to
ensure that facility residents receije
dental services at least yearly andfor
any additional follow-up dental
services, as applicable. QI
monitoring will be conducted 3 x
weekly for 4 weeks, then 1 x
weekly for 8 weeks, then 1 x
monthly for @ months using a
sample size of 6,
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F 250 }I Continued From page 9 F 250 4, The facility’s Director of Clinical

i ; ; Services/Social Services Director
' gﬂa?egcril'sult...contanue with current POC (plan of will report results of QI monitorin

i to the QA/PI Committee monthly 3
12 months for continued

I
' Medical record review of the Care Plan, dated ! .
compliance and/or revision.

. April 26, 2012, revealed "...has poor dentation..,is
» dependent on staff for oral care.,.arrange follow . ance 12-1-12
| up appointments with dentist as indicated..." Substantial Compliance 12-1-

Medical record review of the Social Semvice i
Progress Notes, dated January 5, 2102, revealed
"...Dr (physicians name) recommended resident
go to a dentist office for cleaning and to get teeth
lcoked at because it cannot be done in the
facility...however, (resident's family) does not '
want to pay for transportation...soctal worker will
follow up with dentist,,."

Telephone interview with the resident's family
member on October 17, 2012, at 11;10 a.m,,

: revealed the resident had numerous broken teeth
and an appointment with a dental surgeon had
been made. Continued interview revealed "...the

: facility called me and told me they could not
arrange the {ransportation by ambulance for the
resident...resident is in a geri-chair and we cannot
get the chalr in the vehicle and we need an
ambulance...the appointment was cancelled and
never rescheduled...”

| Interview with the Social Service Director on | P50
October 17, 2012, at 1:00 p.m., in the East e

! Nurses Station, oonﬁqned the facility failed to
:glg:;:gac;%;hfeoffhp: lrr;t;'li'ldeen:tand amange i Resident #1 had a television, clock,
F 252 | 483.15(h)(1) ' F 250 and flowers placed in her room, ppr
§$=D | SAFE/CLEAN/COMFORTABLE/HOMELIKE request on 11-16-12.
ENVIRONMENT

1. Resident # 1 suffered no harm.
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{Xa} 10 SUMMARY STATEMENT QF DEFICIENCIES ] "
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PRIFIX (J@E&E&&f&ﬂ OF T%l?gggagnae ol
AG EGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE oare
' : DEFICIENGY)
\
[
F 252 Cont;nu-gd From page' 10 F 252 2. The facility’s Director of Clinical
The facility must provide a safe, clean, Services/Director of Social Services
comer:tahle and hon:nehke environment, allowing reviewed all current residents to
the resident to use his or her personal belongings ensure that the facility is providing
fo the extent possible. them with a homelike environmeny.
i Any current residents identified ag
R . . not having a homelike environmert
| I:-!s REQUIREMENT is not met as evidenced had revisions made to their rooms
g . , . er their requests to ensure that
B°a3ec' on Ob.SQN:ation and interview the facility {:Jheir enviroqnment is one that is
fail?d 0 provide a homelike enviranment for one homelike. The Regional Director of
resident (#1) of twenty-seven residents revi omeltre. ~hv ek
ents reviewed Cl 1 Services re-educated the
of forty-three sampled resident imea’ Services
pled residents. facility’s Director of Clinical
: The findings included: Services![_)i_rector ofl' Social Services
on the facility’s Policy and
| Resident #1 was admitted to the facility on Jul Procedpre for I"rovision ofa
23, 2002, and readmitted July 22, 201?, with Homelike Environment, The
dragrjoses including Dementia, Anxiety, Left fac;ll'ty 8 D'H‘ECIOI of Chr_ncal
Hemiparests, and Anemia. i Serviges/Director of Seocial
Services/Education Coordinator rg-
Medical record review of the quarteriy Minimurn educated all current facility staff on
Data S_et {MDS) dated August 20, 2012, revealed the facility's Policy and Procedurg
the resident was cognitively intact, totally for Provision of a Homelike
dependent for all activities of daily living, no Environment.
restraint in use, and incontinent of bowel and 3. The facility’s Director of Clinical
bladder. Services/Ditector of Social Serviges
) will conduct QI monitoring to
Observ_atmrf on October 15, 2012, at 2:30 p.m., in ensure a homelike environment for
?he feslﬂie,ﬂts room, revealed the resident seated all residents. QI monitoring will be
in a reclining wheelchair, self release seat belt in conducted 3 x weekly x 4 weeks,
place, and teeth in poor condtion. Further then 1 x weekly for 8 weeks, theq) 1
Obsgrvatqon at th'? time revealed the resident had x monthly for 9 months using a
no pictures, television, knickknacks, or personal sample size of 6.
tems belonging to the resident, 4. The facitity’s Director of Clinical
¥ . . \ . . Services/Director of Social Services
| Interview with the Social Service Director on will report results of QI monitoring
: October 16, 2012, at 3:‘?@ p-m., in the resident's to the QA/P1 Committee monthly x
| room, confirmed the facility failed to provide a 1
FORM CMS-2567(02-89) Pravitus Versions Obsolete Evani ID:RGZZ11 Foellty (D: TN33T4 It continuation shaet Paga 11 of 34
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F 253 Continued From page 11 F 253
SS=D MAINTENANCE SERVICES .
4, 12 months for continued
The facihty must provide hausekaeeping and compliance and/or revision.
Mmamntenance services necessary ti mamtam . .
sanitary. orderly, and comfortabla intenm Substantial Compliance 12-1-12
F-253
This REQUIREMENT is not mei 35 asidance. . .
by L L 1.  The identified residents on the East
Based on observation and interview the fariiy Wing suffered no harm].)_Thet
falled to maintain and repair basebosrds bir throe facll!ty 5 Mamte:nancel':3 1r§c fgr th
of sixty three resident's rooms obsarvand ind repalrfed th:e tomn ba_lse oards h"r e
faled to maintain a ciean enviconmeant L ane of three Id:c‘:ntlﬁed residents on the
sty thrze resident's rooms obsered East Wing on 10?19-12. The
Housekeeping Director removed the
fhe findings included: brown debris located at the ba_se of
the wall for one identified resident
Observation on Oclober 17.201. a1 > o on the East Wing and completed a
with the mamtenance director on b e Vding dee.p cle,anmg of the identified
hall. revealed the base boards in thisn rEsidenrs re51dent. s r(fom on 10-19-12,
rooms were torn from wall and cracis waia found 2, The f:a(ilhty $ ]
in the drywall at the base of the wall Adm1n|strat0r!Mamt_enance )
Director/Housekeeping Supervisor
Observation on October 17, 2012, 2t 2 35 pm reviewed all current residents
with the maintenance director, on the E4s1 Wing rooms to ensure that the ba§eboat:ds
hall, ravealed a brown dried debiis nn ihe bottam were intact andlthaE the rle31dents
of the wail just outside of a resident's bahraom rooms were maintained in a cl,ean
fashion. Any current resident’s
Interview with the maintenance director on room identiﬁed as not ha\fmg
October 17. 2012, at 2:35 p m_. in the East Wing basebqards intact or identified as
hallway. confirmed the baseboards were tomn not belpg clean was cpll-ref:ted
from the wall and m need of reparr and confirme: accor:dl_ngly. The facility’s
the brown dried debris on the wall in a resident's Admlmstrato'r rc-cducatefi the
room. facility's Maintenance Director and
F 278 483 20(g) - (j) ASSESSMENT F 278 Hoygek,eepm‘g, Supervisor 3n th?
$5=F ACCURACY/COORDINATION/CERTIFIED facility’s Policy and Procedure for

The assessment must accurately reflect the

Maintaining a Sanitary, Orderly and
Comfortable interior. The facility’s

TORK CMS 206 TIN2-9% Previcus Versions Cbsolete fowes
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(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION 15
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F 278 Continued From page 12 F 278
resident's status. - .
s Administrator/Maintenance
i - | current
A reqistered nurse must conduct or coordinate D:r_eitor e :cs[,?:f?ftzg;lall current
each assessment with the appropnate hmoati:efcgzg?ng staff on the facility’s
rtic o of t sionals X
participaton of health professionals Policy and Procedure for
intaini i derly and
A registered nurse must sign and certify that the Edamft‘zglg:giz}:tzliﬁ?m Orderly
assessment is completed pm oria ) '
" 3. The facility’s
Each individuai who completes a portron of e gfimmmrﬁ?ﬁxi‘lﬂlgflg]ﬂce
assessment must sign and certiy the accuriey ! lre'ctt:rir:gtocensure that the
that portion of the assessment fonor
’ Tessme facility’s rooms have baseboards
Under Medicare and Medicaid. 3n manading - be that are infact on .lhf wagsi:?[::dctlzgg
willfuily and knowingly certifies a matersil e the r_ooms a}re ma.ltn a:mewi" be
false statement i a resident assesamen: fashion. (? moni T:im%oﬂweeks
Subject to a civil money penaity of not mers than conducte Sl)((lw?e 43’ cs. then |
$1.000 for gach assessment. or an indmidual wihn then 3 x wee 4)’ ork ‘::e -
wiltfully and knowingly causes another e juaf x weekly forg wee hs’ sf::? o
{o certify a materai and false staterment i 4 monthly ‘for fmont s using
resident assessment is subject to a crvil money sample size of 6.
penaity of not more than $5.000 for 2ach e
assessment 4, The facility’s )
Administrator/Maintenance
Chnical disagreement does not constitute a Diref:tor_ will report results OfQI'n
matenal and false statement. monitoring to the QA/PI Com_ml ee
monthly x 12 months for continued
compliance and/or revision.
This REQUIREMENT s not met as avidenced . ,
by’ Substantial Compliance 12-1-12
Based an medical record review. observation
and interview. the facility failed to camplete the F-278
Minimunt Data Set (MDS) accurately for thrae .
(#1, #122, #6) residents of twenty-mine residonts 1. Residents #1, #12% al,ldfdt’? suffered
reviewed of forty-three sampled residents no harm, The facility s Minimum
Data Set (MD8) Coordinator
The findings included. revised Resident #1°s annual MDS
Resident #1 was admitted to the factity on July dated 2-27-12 to include dental
|
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23. 2002, and readmitted July 22, 2011, with
diagnoses including Dementra. Anxiely, Left
Hemiparesis, and Anemia

Medical record review of the annual Minmum
Data Set (MDS) dated February 27. 2012
revealed no dental issties addressed

Observation on October 15. 2612 at2 30pm . in
the resident's room. revealed the resident seated
in a reclining wheelchair, self release seat belt in

place. and teeth in poor condition

Medical recard review of an Adrvssion
Assessment dated July 23, 2002 revealed
inflamed gums, upper dentures. and some
missing teeth

Medical record review of the Admission Data
Collection dated July 22, 2011, revealed
"...condition of teeth no dentures. edentulous.
gums bleeding. inflamed gums, lesions present

interview with the MDS Coordinator responsible
for completing the MOS on Qctober 16, 2012, at
3:46 p.m . in the MDS office. confirmed a dental
assessment had not been completed

Medical record review of the quarterly MDS for
resident #1 dated August 20, 2012 revealed no
restramnt in use

Observation on October 17,2012 at7.30am
the resident’s room, revealed the resident lying on
the bed with one-half side rails positioned in the
middle of the bed, and in the raised position

Medical record review of a Quarterly Data

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE ¢
UL D CONSTRUCTION ‘ =
AND PLAN OF CORRECTION IDENTIFICATION NUMBER lxmggLELSFUTR-VEY
A BUILDING ALETED
445205 8 WING
NAME OF PROVIDE 1oririaniz
VIDER OR SUPPLIER STREE! ADDRESS, CITY, STATE, ZIP COOE
CONSULATE HEALTH CARE OF CHATTANOOGA 9249 STANDIFER GAP ROAD
CHATTANOOGA, TN 37421
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES in FROVIDER'S P,
; LAN OF CORRECTION X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE t:o:.a:n.i-:]TION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 278 Continued From page 13 F 278

issues related to missing teeth,
inflamed gums and upper dentures.
The facility’s MDS Coordinator
revised Resident #1°s quarterly
MDS dated 8-20-12 to include
restraints in use. The facility’s
MDS Coordinator revised Resident
#122’s quarterly MDS dated 8-27-
12 to include impairment of the
lower extremities. The facility’s
MDS Coordinator revised Resident
#6’s quarterly MDS dated 7-13-12
to include that the resident wears
glasses. The facility’s MDS
Coordinator revised Resident #6’s
annual MDS dated 4-21-12 to
include broken teeth, and inflamed
or bleeding gums,

2. The facility’s MDS Director
reviewed all current facility
residents to ensure that their most
recent MDS assessment completed
in the past 90 days accurately
reflects the resident’s status. Any
residents identified as not having
been accurately assessed per their
most recent MDS assessment in the
past 90 days, had a revision
completed to accurately reflect the
resident’s status, The Regional
Director of MDS re-educated the
facility’s Director of MDS and
Director of Clinical Services on the
facility’s Policy and Procedure for
MDS Assessment Completion to
ensure that the MDS assessment

FORM CMS-2567(02-99) Previous Versions Obsolete Evant 11 RY7:7 1
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+ Collection dated August 11, 2012, revealed no
restraint in use.

Medical record review of the physician’s
recapitufation orders dated QOctober 1. 2012,
through October 31. 2012, revealed © 11/28/11
side ralls up x (times) 2 bilat (biateral) while 1n
bed to aid in bedside positioring  7/22/11 Velcro
self-release belt with alarm to W/C {wheelchair)
to alert staff of unsafe transfer

Interview with the MDS Coordinator rasponsible
for completing the MDS on October 17. 2012, at
9144 am . i the MDS office, confirmed a side rail
assessment had not been completed and the
facility faited to complete a comprehensive
assaessment.

Resident #122 was admitted to the facility on
March 14, 2011, with diagnoses ncluding
Osteocarthrosis, Contracture Left Leg. Chronic
Obstructive Pulmonary Disease. and
Hypertension

Medical record review of the Quanterly Minimum
Data Set {MOS} dated March 14, 2012 revealed
the resident had impairment of the lower
extremity. Medical record review of the Quarterly
MDS dated August 27, 2012, revealed the
rasident had no impairment of the lower
extremity.

QObservation on October 17, 2012, at 830 am
revealed the resident seated in a wheelchar, in
the dining room. Further observation revealed the
bilateral knees were contracted

Interview on October 17. 2012, at 820 a.m _ with

STATEMENT QOF DEFICIENCIES {X1) PROVIDER/SUPRPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTHICATION NUMBER COMPLETED
A BUILTHEC )
BWING
445205 10/17/2012
MAME OF PROWVIDER OR SUPRPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
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X430 . SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 15%]
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F 278 Continued From page 14 F 278

accurately reflects the status of the
resident.

3. The facility’s Director of Clinical
Services/MDS Coordinator will
conduct QI monitoring of MDS
Assessment Completion to ensure
that the MDS assessment accurately
reflects the status of the resident.

QI monitoring will be conducted 3
x weekly for 12 weeks then 1 x
monthly for 9 months using a
sample size of 6.

4, The facility's Director of Clinical
Services/ Nurse Manager will
report results of QI monitoring to
the QA/PI Committee monthly x 12
months for continued compliance

and/or revision.

Substantial Compliance 12-1-12
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the MDS Coordinator #1, in the MDS office,
confirmed the MDS was not accurate

23. 2008, with diagnoses including Senile

Dementia Behavior, Depressive Disorder,

Medicai record review of the quarterly MDS,
print, but not regular print in newspapers or
magnifying glasses) used “Np”

fMedicat record review of Admission MNursing
Assessment, dated September 19, 2009,

revealed " . Visual appiiances "Glasses”

Interview with the MDS Coordinator #1. on

glasses,
Medical record review of the annual Minimum
the resident was cognitively impaired and

daily living.

broken teeth, dentures. inflamed or bleeding

L

Resident #6 was admitted to the facilty on April
Delusions, Hyperlipidemia Senile Depression,

Esophageat Reflux and Diaphragmatic Mernia

dated July 13, 2012, revealed " . vision-sees farge

books Corrective tenses (contacts. glasses or

October 17, 2012, at 8:40 a.m . in the MDS ofice
confirmed the MDS was inaccurate related ta the
resident vision status and the resident did wear

Data Set (MDS), dated July 13, 2012. revealed
required extensive assistance with activities of
Medical record review of the annual MDS. dated

April 21, 2012, revealed Oral and Dental Status,
"Z"- None of the above were present, related to

X4m SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 1
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFTX (EACH CORRECTIVE ACTION SHOULD BE ORI TION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE AT
DEFICIENCY)
F 278 Continued From page 15 F 278

FUORM CHMS-256702-99) Pravious Versions Obsalete

Ewant I3 HUZZ101

Fasahee 1 TrG313 If continuation sheet Page 14 of 14

oy 012012



PRINTED: 10/18/2012
FORM APPROVED
OMB NO. 0938-0391
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CENTERS FOR MEDICARE & MEDICAID SERVICES

ss=£ COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
pfan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B WING
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F 278 Continued From page 16 F 278
gums, mouth or facial pain. F-279
Medical record review of the Annual Dental 1. Residents #46, #8384, #102, and #91
Exam, dated February 3, 2012, revealed suffered no harm. The facility’s
“...teeth-upper-several broken teeth, Lower- MDS Coordinator updated Resident
Severai broken teeth...there appear to be broken #46’s care plan to include
teeth in the iower arch...chronic gingivitis.." interventions to address the
. resident’s impaired vision. The
Observation on October 16. 2012, at 3:55 p.m__ in facility’s MDS Coordinator updated
the resident's room, revealed the resident had Resident #84°s care plan to include
numercus upper broken teeth and no fower teeth. interventions to address discharge
. ) ) needs. The facility’s MDS
Interview with the MDS coordinator on October Coordinator updated Resident #
17, 2012, at 8:40 a.m., in the MDS office, 102’s care plan to include that the
confirmed the MDS assessment on April 21, AV shunt is located in the
2012, was inaccuraie related to the Oral and resident’s right arm, and there
Dental Status and the resident had several should be no bloed pressure or
broken teeth on the upper plate. needle sticks to the resident’s right
F 279 483.20(d), 483.20(k)(1) DEVELOP F2vg arm along with emergency care to

be performed in the event that
bleeding occurs to the resident’s
right arm, The facility’s MDS
Coordinator updated Resident #91°s
care plan to include interventions
addressing the resident’s impaired
vision,

2. The facility’s Director of Clinical
Services/ MDS Coordinator/Nurse
Managers/Nurse Managers
reviewed all current facility
residents’ comprehensive care plans
to ensure that they include
interventions to address the needs
of the resident. Any resident
identified as having a need which
was not addressed, per the
comprehensive plan of care, had
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due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
and interview, the facility failed to develop a care
plan to meet the resident's needs for four
residents (#46, #84, #102, #91) of twenty-seven
residents reviewed of forty-three sampled
residents.

The findings included:

Resident #46 was admitted to the facility on May
25, 2012, with diagnoses inciuding Hypertension,
End Stage Renal Disease, Hepatitis C, Diabetes,
and Schizophrenia.

Medical record review of the admission Minimum
Data Set (MDS) dated June 1, 2012, revealed the
resident had impaired vision {sees large print, but
not reguiar print in newspapers or books), and
corrective lens were not used.

Medical record review of the Care Plan dated
August 272012, revealed no interventions to
address the resident's impaired vision,

Observation on October 17, 2012, at 1030 am.,
revealed the resident seated in a geri-chair in the
resident's room. Interview with the resident, at
this time, revealed the resident liked to read the
newspaper. Continued interview revealed the
resident was not able o see the newspaper print.
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their care plans revised to include
interventions to address their needs.
The Regional Director of MDS re-
educated the facility’s Director of
Clinical Services and MDS
Coordinator on the facility’s Policy
and Procedure for Development of
a Comprehensive Care Plan to
ensure that it includes interventions
to address the needs of the resident,
The Director of Clinical
Services/MDS
Coordinator/Education Coordinator
re-educated the current facility
licensed nursing staff on the
facility’s Policy and Procedure for
Development of a Comprehensive
Care Plan to ensure that it includes
interventions to address the needs
of the resident.

3. The facility’s Director of Clinical
Services/MDS Coordinator will
conduct QI monitoring of the
resident’s comprehensive care plan
to ensure that it includes
interventions to address the needs
of the resident. QI monitoring will
be conducted 3 x weekly for 12
weeks using a sample size of 6.

4. The facility’s Director of Clinical
Services/MDS Coordinator will
report results of QI monitoring to
the QA/P1 Committee monthly x 12
months for continued compliance
and/or revision.

Substantial Compliance 12-1-12
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Interview on October 17, 2012, at 10:10 a.m.,
with MDS Coordinator #1, in the MDS office,

confirmed the Care Plan did not address the

resident's impaired vision.

Resident #84 was admitted to the facility on
August 14, 2012, with diagnoses including
Diabetes, Hypertension, Atrial Fibrillation,
Congestive Heart Failure, and Chronic
Qbstructive Pulmonary Disease.

Medical record review of the Social Services
notes dated August 2%, 2012, revealed the
resident planned to return home after receiving

Medical record review of the Care Plan dated
August 27. 2012, revealed no interventions to
address the resident's discharge needs.

the Director of Nursing (DON}, in the DON's
office, confirmed the Care Plan did not address
the resident's discharge needs.

Resident #102 was admitted to the facility on
December 31, 2011, with diagnoses including
Chronic Kidney Disease Stage 1V, Congestive
Heart Failure, Corgnary Artery Disease,
Peripheral Neuropathy, and Renal Failure with
Dialysis.

Medical record review of the physician's

L pressure in (R} arm, and monitor shunt for bruit

physical and occupational therapy at the facility.

Interview on October 16, 2012, at 2:30 p.m., with

recapitulation orders dated October 1-31, 2012,
revealed physician's orders for emergency care if
bleeding occurs to right {R) arm, no labs or blood

F 279
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and thrill every shift to (R) arm.

Medical record review of the Dialysis Care Plan
dated May 18, 2012, revealed "... AV shunt left
arm.. no B/P (blood pressure} or sticks in L (left)
arm...emergency care if bleeding occurs to L {left)
arm.."

Observation on October 17, 2012, at 3:49 am_, in
the resident’'s room. revealed the dialysis shunt
was located in the right arm.

interview on October 17, 2012, at 9:53 a.m_, with
Registered Nurse #2 at the West nursing station,
canfirmed the dialysis shunt was located in the
rghl arm.

Interview on October 17, 2012, at 9:55 a.m., with
the Director of Clinical Services in the Care Plan
office. confirmed the care plan was incorrect
related to the site of the dialysis shunt.

Resident #91 was admitted to the facility on
October 2. 2010, with diagnoses including Muscle
Weakness. Congestive Heart Failure, Diabetes.
and Dementia with Behavior.

Medical record review of the Quarterly Minimum
Data Set (MDS) dated February 20, 2012,
revealed the resident had adequate vision.
Medical record review of the Significant Change
in Condition MDS dated August 4, 2012, revealed
the resident had impaired vision.

Medical record review of the care pian dated
August 13, 2012, revealed no documentation of
the resident's impaired vision.

F 2?9.
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To ensure that residents receive proper treatment
and assistive devices to maintain vision and
hearing abilities, the facility must, if necessary,
assist the resident in making appointments, and
by arrangng for transportation to and from the
office of & practtioner specializing in the
treatmeni of vision or hearing impairment or the
ofiice of & professional specializing in the
provision of vision or hearing assistive devices,

This REQUIREMENT is not met as evidenced
by

Based on medical record review, observation,
and interview. the facility failed to obtain vision
services {or one resident (#46) of three residents
reviewed of forty-three sampled residents.

The findings included:

Resident #45 was admitted to the facility on May
25. 2012 with dragneses including Hypertension,
End Stage Renal Disease, Hepatitis C, Diabetes,
and Schizophrenia.

Medical record review of the admission Minimum
Data Set dated June 1, 2012, revealed the
rasident had impaired vision {sees large print, but
nat regular print in newspapers or books), and
correclive lens were not used.
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Interview on October 18, 2012, at 4:45 p.m., with F-313
the MDS Coordinator #1, in the MDS office,
confirmed the care plan had not been developed 1. Resident #46 suffered no harm.
for the resident’'s impaired vision. Resident #46 was seen by the
F 313 483.25(b} TREATMENT/DEVICES TO MAINTAIN F 313 Optometrist on 10-25-12 for an eye
58=Dp HEARING/VISION exant.

2. The facility’s Director of Clinical
Services/Social Services Director
reviewed all current facility
residents to ensure that they had an
eye exam in the past year. Any
residents identified as not having
had an eye exam in the past year
were referred to the Optometrist for
an eye exam, as applicable. The
Regional Director of Clinical
Services re-educated the facility’s
Director of Clinical Services and
Social Services Director on the
facility's Policy and Procedure for
the Provision of Vision Services to
ensure that residents have an eye
exam yearly. The facility’s
Director of Clinical Services/Social
Services Director/Education
Coordinator re-educated licensed
nursing staff on the facility’s Pelicy
and Procedure for the Provision of
Vision Services to ensure that
residents have an eye exam yearly.

3. The facility’s Director of Clinical
Services/Social Services Director
will conduct QI monitering of
vision services to ensure that
residents have had an eye exam
within the past year. QI monitoring
will be conducted 3 x weekly for 12
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Medical record review revealed no documentation weeks then 1 x monthly for 9
the resident had received an eye examination. months.
4, The facility’s Director of Clinical
Observation on October 17. 2012, at 10:30 a.m., Services/Social Services Director
revealed the resident seated in a geri-chair in the will report results of QI monitoring
resident’s room  Interview with the resident, at to the QA/P1 Committee monthly x
this time reveated the resident liked to read the 12 months for continued
newspaper. Continued interview revealed the compliance and/or revision,
resident was not able to see the newspaper print.
Substantial Compliance 12-1-12
interview on October 17,2012, at 10:40 a.m .
with the Customer Care Liaison, in the social
servicas office. confirmed the resident had not F-332
been referred for an eye examination.
F 332 483 25imy1) FREE OF MEDICATION ERROR F 332 1. Residents # 14, #16, and #86
5G-{y RATES OF 5% OR MORE suffered no harm. Resident #14°s
Nurse Practitioner was notified of
The faciity must ensure that 1118 free of medication error on 10-15-12 and
medication error rates of five percent or greater. new orders were given, received,
and implemented. Resident #14's
Conservator was notified of
medication error on 10-15-12.
This REQUIREMENT s not met as evidenced Resident #14°s nurse was re-
by: educated/counseled on 10-15-12.
Based on medical record review, observation, Resident #16's Nurse Practitioner
facility policy review. and interview. the facility was notified of medication error on
failed io properly administer medications in four of 10-16-12 and new orders were
fifty-six opportunities resulting in a 7.14% given, received, and implemented.
medication error rate Resident #16°s Conservator was
notified of medication error on 10-
The findings included: 16-12. Resident #16’s
contaminated eye medication was
Resident # 14 was admitted to the facility on discarded and replaced with a new
November 3, 2009, with diagnoses including bottle of eye medication. Resident
Diabetes Mellitus Type |, Hypertension, and #16°s nurse was re-
Senile Dementia. educated/counseled on 10-17-12.
Resident #36°s Nurse Practitioner
Medical record review of the monthly physician's
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recapitulation orders dated Qctober 1-31, 2012,
revealed "...Lantus (insulin) 13 units Sub-Q
{subcutaneous} twice daily.. .Humalog ({insulin)
FSBS (finger stick blood sugar) with SS (sliding
scale) BID (twice daily) . "

Observation on October 15, 2012, at4:22 pm., in
the resident's room, revealed Registered Nurse
{RN) #1 admtustered Bumalog three units n a
syringe mixed with Lantus thirteen units in the
right arm of resident #14.

Facility policy review of Inieciable insulin
Checkhst revealed " . mixing of ins.lns _ Lanutus
should not be muxed with other inseing . fallure to
adhere to the procedure may rasuli n a loss of
blood sugar controb

Interview with RN #1 on Qcioper 15 2012, at
4:30 p.m.. in the 200 hallway, confirmad the
insuling were mixed and given together in the
5ame syringe

Interview with the Director of Nursing on October
15, 20112 at 4:44 p.m.. in the conference room,
confirmed the insulin was not to be administered
together.

Resident # 95 was admutted to the facility on
September 3. 2012, with diagnoses including
Dementia, Glaucoma, and Hypertension.

Medical record review of the monthly physician's
recapitulation orders dated October 1-31, 2012,
revealed ", . Trusopt (eye drops for glaucoma) one
drop in both eyes twice daily. ~

Observation on October 16, 2012. at 856 am., in

was notified of medication error on .
10-16-12 and new orders were
given, received, and implemented.
Resident #86°s Responsible Party
was notified of medication error on
10-16-12. Resident # 86’s nurse
was re-educated/counseled on 10-
16-12,

2. The facility’s Director of Clinical
Services/Nurse Manager reviewed
all current residents’ medications to
ensure that they were being
administered properly. Any current
resident’s medication indentified as
not having been administered
properly was reported to the
Physician for any further
intervention, as well as notification
made to the Responsible Party, as
applicable. Facility nurses
identified as not having given
medications appropriately were
immediately re-educated/counseled.
The facility’s Director of Clinical
Services/Education Coordinator re-
educated all current Licensed
Nursing Staff on the facility’s
Policy and Procedure for
Medication Administrator to ensure
medications are being adminisiered
properly.

3. The facility’s Director of Clinical
Services/Nurse Manager will
conduct QI monitoring of
Medication Administration to
ensure that medications are
administered properly. QI
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the resident's room. revealed Licensed Practical
Nurse (LPN) #1 administered Trusopt to each eye
and the dropper was placed in the residents tear
duct.

Facility policy review of Eye Drop Administration
dated January 2007. revealed *._ draw lower lid

away from the eyeball {o form a small

pocket.. drop the solution into the middle of the

lower id Do not touch eye with dropper. "

Interview witli LPN #1 on October 16, 2012 ai
9:00 a m.. in the 200 hallway. confirmed the
dropper was p.aced in the resident's tear duct.
Continued interview at this time confirmed 1LIPN
#1 was unable 1o determine the amount of
Trusopt admuustered to the resident

Observation on Oclober 16, 2012, at4:23 pm |
revealed Registered Nurse (RN) #3 placed
medications for resident #86 in a plastic pouch in
order to crush the medications, including
Propranolol HCL (Hydrochloride) 20 mg
{milligrams} for blood pressure. placed the
crushed medications in applesauce, and
admimistered the medications to the resident iy
the resident's room.

Further cbservation at the medication cart cutside
the resident's room, revealed one-half of the
Propranolot HCL 20 mg pill had been left nside
the package and was not administered io the
resident.

Review of the physician's recapitulation orders
dated Octaber 1-31, 2012, revealed a physician's
order for Propranolol HCL 20 mg take one tabiet

menitoring will be conducted 5 x
weekly for 4 weeks, then 3 x
weekly for 4 weeks , then 1 x
weekly for 4 weeks, then 1 x
monthly for 9 months using a
sample size of 5 (two nurses are to
monitered en 7-3 shift and 3-11
shift and one nurse on 11-7 shifi),
The facility’s Director of Clinical
Services/Nurse Manager will report
results of QI monitering to the
QA/PI Committee monthly x 12
months for continued compliance
and/or revision.

Substantial Compliance 12-1-12
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Interview on October 16, 2012, at 4:40 p.m . with
RN #3 at the medication cart in the hallway,
confirmed one-half of the Propranoict HCL 20 mg
tablet was left in the package and had not been
administered fo the resident.

F 333 483.25(m)(2) RESIDENTS FREE OF

$5=p SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of
any significant medication errors

This REQUIREMENT is not met as evidenced
by

Based on medical record review, ohservation,
review of facility policy. and interview. the facility
failed to prevent a significant medication error for
one resident (#14) of twelve sampled residents

The findings included:

Resident # 14 was admitted to the facility on
November 3, 2009, with diagnoses including
Diabetes Meilitus Type Il Hypertension, and
Senile Dementia.

Medical record review of the monthiy physician's
recapitulation orders dated QOctober 1. 2012.
through October 31, 2012, revealed " _Lantus
(insuiin} 13 units Sub-Q {subcutanecus) twice
daily...Humalog (insulin) FSBS (finger stick blood
sugar) with 33 (sliding scale) BID (twice daily).."

Observation on October 15, 2012, at 422 p.m . in
the residents room, revealed Registered Nurse
(RN} #1 administered Humalog three units in a
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by mouth twice daily. F-333

1. Resident #14 suffered no harm,
Resident #14’s Nurse Practitioner
was notified of medication error on
10-15-12 and new orders were
given, received, and implemented.

F 333 Resident #14’s Conservator was
notified of medication error on 10-
15-12. Resident #14°s nurse was
re-educated/counseled on 10-15-12.

2. The facility’s Director of Clinical
Services/Nurse Manager reviewed
all eurrent residents to ensure that
no residents had a significant
medication error in the past 30
days. Any cuirent residents
identified as having a significant
medication error in the past 30 days .
had their Physician notified for any -
further intervention, as well as
notification to the Responsible
Party, as applicable. Facility nurses
identified as having made a
significant medication error were
immediately re-educated/counseled.
Additionally, the facility’s Director -
of Clinical Servicers/Nurse
Manager reviewed all diabetic
residents to ensure that any with
physician’s orders for Lantus or
Levemir bad indicated on their
Medicaticn Administration Record
(MAR) the following statement,
“Do Not Mix Lantus and/or
Levemir with Any Other Insulins.”
Any current diabetic residents with
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syringe mixed with Lantus thirteen units in the physician’s orders for Lantus and/or -
right arm of resident #14. Levemir identified as not having -
this statement indicated on their i
Facility policy review of Injectable Insulin MAR, had this statement added to
Checklist revealed "...mixing of insulins . Lanutus their MAR and notification was
should not be mixed with other insulins failure to made to the pharmacy. The
adhere to the procedure may result in a loss of facitity’s Director of Clinical
blood sugar control..." Services/Education Coordinator re-
educated all current facility
Interview with RN #1 on October 15, 2012, at Licensed Nursing Staff on the
4:30 p.m.. in the 200 hallway, confirmed the facility’s Policy and Procedure for
insuking were mixed and given together in the Medication Administration to
same syringe. ensure prevention of significant
medication errors as well as the
Interview with the Director of Nursing on Ocicber proper administration of Lantus and
13. 2012 at 4:44 p.m. in the conference room. Levemir, as they are not to be
confirmed the insulin was not to e admunsierad mixed with any other insulins.
together. 3. The facility’s Director of Clinical
F 371 483.35(i) FOOD PROCURE, F 3 Services/Nurse Manager will
38=F STORE/PREPARE/SERVE - SANITARY conduct QI monitoring of
Medication Administration
The faciity must - including Lantus and Levemir
(1) Procure food from sources approved or administration to ensure prevention
considered satisfactory by Federal State or local of significant medication errors. QI .
autherities: and monitoring will be conducted 5 x
{2) Store, prepare, distribute and serve food weekly for 4 weeks, then 3 x
under sanitary conditions weekly for 4 weeks, then 1 x
weekly for 4 weeks, and then | x
monthly for 9 months using a
sample size of 5 (two nurses are to
be monitored on 7-3 shift and 3-11
shift and one nurse on 11-7 shift).
This REQUIREMENT is not met as evidenced 4, The facility’s Director of Clinical
by: Services/Nurse Manager will report
Based on observation, facility policy review. and resuits of QI monitoring to the
interview, the facility failed to timely discard QA/P1 Committee monthly x 12
leftovers in the dietary department, facility staff
falled to wash the hands appropriately in the

FORM CWMS-2567(02-99) Pravious Versions Obsolels Evenl ID RO9Z7 1 Faziry 1D TN3314 'f continuation sheet Page 26 of 34

oY O 12012



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/18/2012
FORM APPROVED
OMB NO. 0938-0391

dietary department, failed to ensure the ice

failed to ensure the appropriate temperature of
food was maintained.

The findings includad:

Observation on October 15, 2012, from 3'55
a.m., through 10:30 a.m., with the Certified
Dietary Manager (COM) revealed the following:
located in the walk-in refrigerator approximately
one and one half cups of egg salad. dated to be

use; the CDM, opened the dumpster outside the
facility, reentered the dietary department. and
without washing the hands touched the clean

the 1ce supply.

tray line in the dining room, revealed the
temperature of the crab cakes was 110 degraes
F {farhenheit).

Review of the faciiity's policy Leftover Utilization
revealed .. Leftovers are utilized within 48
hours. "

Review of the facility's policy Handwashing
revealed " . All employees associated with the
handling of food shall wash hands...at the
following times. . .after handling garbage...”

Rewview of the facility's policy ice Handling
revealed " __Ice must be protected from splash,
drip. and hand contamination during storage and
service "

machine was maintained in a clean condition, and

discarded on Qctober 13, 2012, and available for

pans on the drying rack; and the ice machme had
black debris inside the ice machme directly above

Observation on October 15, 2012, at 11:45. of the
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months for continued compliance
and/or revision.

Substantiat Compliance 12-1-12
F-371

1. No facility residents suffered any
harm, The facility’s Certified
Dietary Manager immediately
discarded the egg salad on 10-15-
12. The facility’s Certified Dietary
Manager immediately removed the
pan for sanitizing and washed her
hands on 10-15-12, The facility’s
Certified Dietary Manager
immediately cleaned the ice
machine on 10-15-12. The facility’s
Certified Dietary Manager
immediately removed the crab
cakes and replaced them with crab
cakes at the appropriate temperature
of 160 degrees Fahrenheit.

2. The facility’s Certified Dietary
Manager/Registered Dietician
reviewed the facility’s dietary
department to ensure that lefiover
food is discarded timely, that staff
washes their hands appropriately,
that the ice machine is maintained
in a clean condition, and that food
is maintained at the appropriate
temperature. Any variances
identified in the dietary department -
related to leftovers being discarded
timely, staff washing their hands
appropriately, the ice machine

FORM CHMS-2567102-93) Pravious Versions Obsalete

Event 1D R9Z2Z11

Facdity 1D TH3314 If continuation sheet Page 27 of 34

Wov 012012




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/19/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER COMPLETED
A BUILDING
8 WING
445205 10117/2012

NAME OF PROVIDER OR SUPPLIER

CONSULATE HEALTH CARE OF CHATTANOOGA

STREET ADDRESS, CITY, STATE, ZIP CODE
8249 STANDIFER GAP ROAD

CHATTANOOGA, TN 37421

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ~ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY) :
£ 371 Continued From page 27 F 371
being maintained in a clean
Review of the facility's policy Food Handling condition, and/or food being
Guidelines revealed ... Hold potentially hazardous maintained at the appropriate
foods at temperatures above 140 degrees F and temperature, was immediately
below 40 degrees F.." addressed by the facility’s Certified
Dietary Manager/Registered
Interviews on Ociober 15, 2012, from 955 am | Dietician and dietary staff were
through 10:30 a.m.. with the COM_ in the dietary immediately re-educated/counseled,
department. confirmed the egg salad was not accordingly. The Registered
discargded timely, the hands were not washed Dietician re-educated the facility’s
after touching the dumpster prior to touching the Certified Dietary Manager on the
clean pans, the ice machine was not clean. and facility’s Policy and Procedure for
the temperature of the crab cakes was 110 Leftover Food Utilization, Hand
degrees F. washing, Equipment Cleaning
F 412 483.55(b) ROUTINE/EMERGENCY DENTAI. Fa1z2 Requirements (including cleaning
S5=0 SERVICES IN NFS schedules), and Food Temperature
Requirements at Point of Service
The nursing facility must provide or obtain from {including measures to support
an outside resaurce, in accordance with holding temperatures) to ensure that
§483.75(h} of this part, routine (1o the extent food is stored, prepared and served
covered under the State plan); and emergency under sanitary conditions. The
dental services to meet the needs of each facility’s Certified Dietary
resident. must, if necessary. assist the resident in Manager/Education Coordinator re-
making appeintments. and by arranging for educated all current facility dietary
transportation to and from the dentist's office, and staff on the facility’s Policy and
must promptly refer residents with lost or Procedure for Leftover Food
damaged dentures to a dentist. Utilization, Hand washing,
Equipment Cleaning Requirements
(including cleaning schedules), and
This REQUIREMENT is not met as evidenced Food Temperature Requirements at
by: Point of Service (including
Based on medical record review. observation measures to suppoert helding
and interview, the facility failed to obtain routine temperatures) to ensure food is
dental services, for two residents (#6, #1) of stored, prepared and served under
three resident’s reviewed of forly three sampled sanitary conditions.
resident's. 3. The facility’s Certified Dietary
Manager/Registered Dietician will
The findings included:
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Resident #6 was admitted to the facility on April
23, 2008, with diagnoses including Senile

" Delusions, Hyperlipidemia, Senile Depression.

- Dementia Behavior, Depressive Disorder,
Esophageal Reflux and Diaphragmatic Hernia

Medical record review of the Annual Dental
Exam, dated February 3, 2012. revealed
"...teeth. . .upper several broken teeth.. lower
several broken teeth.. Dr. (named physician)
Center for Oral and Facial Surgery . "

Medical record review of the Care Plan
Conference Record, dated January 5 2012,
revealed " _conference call with

daughter resident has bad teeth. dental consult,
MD consult...continue with current POC (plan of
care}.”

Medical record review of the Care Plan, dated
April 26, 2012, revealed ". . has poor
dentation...is dependent on staff for oral
care...arrange follow up appomtments with dentist
as indicated.. "

Medical record review of the social service
progress notes, dated January 5. 2102, revealed
"...Dr {physicians name) recommended resident
go to a dentist office for cleaning and to get teeth
looked at because it cannot be done in the
facility...however, (resident's family} does not
want to pay for transportation.. . social worker will
follow up with dentisi._."

Telephone interview with the resident’s family
member on October 17, 2012, at 11,10 a.m.,
revezied the resident had numerous broken teeth

F 412

F-412

conduct QI monitoring of the
dietary department to ensure that
leftover foed is discarded timely,
that staff washes their hands
appropriately, that the ice machine
is maintained in a clean condition,
and that food is maintained at the
appropriate temperature, QI
monitoring will be conducted 5 x
weekly for 4 weeks, then 3 x
weekly for 4 weeks, then 1 x
weekly for 4 weeks, then | x
monthly for 9 months.

The facility’s Certified Dietary
Manager/Registered Dietician will
report results of QI monitoring to
the QA/PI Committee monthly x 12
months for continued compliance
and/or revision.

Substantial Compliance 12-1-12

Resident # & suffered no harm.
Resident #6 has an appointment to
see an oral surgeon on 11-7-12 and
the Social Services Director has
arranged transportation. Resident
#1 was seen by the dentist on 10-
19-12.

The facility’s Director of Clinical
Services/Nurse Manager/Social
Service Director reviewed all
current facility residents to ensure
that they had received dental
services in the past year and/or any
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- and an appointment with & dental surgeon had needed follow-up for dental
been made. Continued interview revealed ".. the services had been completed. Any
facility calied me and told me they could not current facility residents identified
arrange transport by ambuiance for the as not having received dental
resident...resident is in a geri-chair and we cannot services and/or any needed follow
get the chair in the vehicle and we need an up for dental services had an
ambuiance...the appointment was cancelled and appointment scheduled to see the
never rescheduled.. dentist, as applicable. The Regional
Director of Clinical Services re-
Interview with the Social Service Director on educated the facility’s Director of
October 17, 2012, at 1:00 p.m., in the £ast Clinical Services and facility’s
Nurses Station, confirmed the facility faled to Director of Social Services on the
follow up on the appeointment and arrange facility’s Policy and Procedure for
transportation for the resident. Provision of Dental Services. The
facility’s Director of Clinical
Resident #1 was admitted to the facility on Juty Services/Director of Social
23, 2002, and readmitted July 22, 2011, with Services/Education Coordinator re-
diagnoses including Dementia, Anxiety. |.eft educated all current facility
hemiparesis, and Anemia, Department Management staff, as
well as all current nursing staff on
Medical record review of the annuai MDS dated the facility’s Policy and Procedure
February 27, 2012, revealed no dental problems. for the Provision of Dental
Services.
Medical record review of the Care Plan dated The facility’s Director of Clinical
March 6, 2012, revealed "...poor dentation, will Services/Social Services Director
have adequate oral care provided.. arrange follow will conduct QI monitoring to
up appointments with dentist..." ensure that facility residents receive
dental services at least yearly and/or
Observation on October 15, 2012, at 2:30 p.m.. in any additional follow-up dental
the resident's room, revealed the resident seated services, as applicable. QI
in a reclining wheelchair, seif release seat beit in monitoring will be conducted 3 x
place, and teeth in poor condition. weekly for 4 weeks, then 1 x
weekly for § weeks, then 1 x
Interview with the Social Service Director on monthly for 9 months using a
October 16, 2012, at 3:33 p.m.. in the resident's sample size of 6.
room, confirmed the resident had not been seen The facility’s Director of Clinical
by the dentist since March 2011, no dental Services/Sacial Services Director
consuit available in the medical record. and the
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facility failed to provide routine dental services. will report results of QI monitoring
F 441 48365 INFECTION CONTROL, PREVENT F 441 to the QA/PI Committee monthly x
ss=g SPREAD, LINENS 12 months for continued
compliance and/or revision,
The facility must establish and maintain an
Infection Controt Program designed to provide a Substantial Compliance 12-1-12
safe, sanitary and comfortabile environment and
to help prevent the development and transmission F-441
of disease and infection.
I. Residents #14, #114, and #16
{a) Infection Control Program suffered no harm. The ice container
The facility must establish an infection Control was immediately emptied, sanitized
Program under which it - and an ice scoop with a holder was
(1) Investigates, contrals, and prevents infections placed on the cart on 10-15-12.
in the facility; The blood glucose basket and
{2) Decides what procedures, such as isolation medication cart were ¢leaned on 10-
should be applied to an individual resident; and 16-12. Resident #16’s Nurse
(3} Maintains a record of incidents and corrective Practitioner was notified of
actions related to infections. medication error on 10-16-12 and
new orders were given, received,
(b} Preventing Spread of Infection and implemented. Resident #16’s
{1) When the Infection Control Program contaminated eye medication was
determines that a resident needs isolation to discarded and replaced with a new
prevent the spread of infection, the facility must bottle of eye medication. Restdent
_isolate the resident. #16’s nurse was re-educated/
(2} The facility must prohibit employees with a counseled on 10-17-12. The nurse
communicable disease or infected skin lesions who disposed of the lancet in the
from direct contact with residents or their food. if trash was re-educated/counseled on
direct contact will transmit the disease. 10-15-12.
(3} The facility must require staff to wash their 2. The facility’s Director of Clinical
hands after each direct resident contact for which Services/Nurse Manager reviewed
hand washing is indicated by accepted all current facility residents to
professional practice. ensure that infection control
practices were being followed
{c) Linens during blood glucose monitoring,
Personnel must handle, store, process and medication administration, and
transport linens so as to prevent the spread of lunch tray delivery. Any current
infection.
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facility residents identified as not
having had infection control
practices followed during blood
This REQUIREMENT is not met as evidenced glucose monitoring, medication
by. administration and/or lunch tray
Based on observation, review of faciiity policy, delivery were addressed
and interview, the facility failed to follow infection immediately and involved staff was
control practices during blood glucose monitoring immediately re-educated/counseled.
for two residents (#14, #114) of twelve residents The facility’s Director of Clinical
observed during medication administration, Services/Education Coordinator re-
medication administration for one (#16) resident educated all current facility nursing
of twelve residents observed during medication staff on the facility’s Policy and
administration, and lunch tray delivery on one of Procedure for Infection Control as
four halls. related to blood glucose monitoring,
medication administration, and
The findings included: lunch tray delivery, as applicable.
3. The facility’s Director of Clinical
Observation on October 15, 2012, at 12:05 p.m., Services/Nurse Manager will
on the 100 hall, during the lunch tray delivery, conduct QI monitoring of infection
revealed Certified Nursing Assistant (CNA} #2 control practices as related to blood
obtained ice with a cup from a plastic bow! glucose monitoring, medication
(without wearing gioves), drapped the cup in the administration, and lunch tray
ice, delivered a meal tray to a resident. Continued delivery. QI monitoring will be
observation revealed CNA #3 obtained ice with conducted 35 x weekly for 4 weeks,
the same cup left in the ice from the plastic bowi. then 3 x weekly for 4 weeks, then |
dropped the cup in the ice, and delivered the x weekly for 4 weeks, then 1 x
meal tray to a resident. monthly for 9 months,
4. The facility’s Director of Clinical
Interview on October 15, 2012, at 12:10 p.m.. on Services/Nurse Manager will report
the 100 hall, with Licensed Practical Nurse #4 results of QI monitoring to the
{LPN), confirmed the CNA's failed to follow QA/PI Committee monthly x 12
infection control practices. months for continued compliance
and/or revision.
- Observation on Octcber 15, 2012, at4:10 p.m.,
revealed Registered Nurse {RN) #1 retrieved a Substantial Compliance 12-1-12
basket of bleod glucose monitoring supplies from
_the medication room, emtered resident #114's
room, placed the basket on the resident's bedside
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table without a protective barrier, performed a

and placed the basket on the medication cart.

on the resident's bedside table without a

on the medication cart.

October 17, 2012, at 10:30 p.m., in the DON
office, revealed a protective barrier was to be

blood glucose monitoring.

a biood glucose for resident #14. Continued
observation revealed RN #1 placed the lancet
used to complete the finger stick. on the wax
paper after the blood glucese. Further

the wax paper with the lancet enclosed, and
the glove. Continuad chservation at this time

the glove in the trash can.

Review of facility policy Biohazard Waste:

prevent the transmission of blood borne

rigid puncture-resistant container after use..."

blood giucose for the resident, placed the basket
in a chair in the room, exited the resident's room,

Further observation at this time revealed RN #1
entered resident #14's room, placed the basket

protective barrier, performed the blood glucose,
exited the resident's room, and placed the basket

Interview with the Director of Nursing (DON) on

ptaced under the basket and confirmed the facility
failed to foilow infection contro! practice during

Observation on October 15, 2012, at 4:22 p.m.,
revealed RN #1 performed a finger stick to obtain

chservation at this time revealed RN #1 picked up
placed the lancet in the glove as the RN removed

revealed the RN placed the lancet (sharps) inside

Needle/Sharps Handling and Disposal System
dated January 2007, revealed "...sharps...shall be
handled and disposed of in a safe manner...to

organisms...sharps shall be placed directly intoc a

F 441
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Interview with RN #1 on October 15, 2012, at
4:22 p.m., confirmed the lancet had not been
disposed of properly in the sharps container.

Interview with the DON on October 17,2012, at
10:30 a.m., in the DON office, confirmed the
facility failed to dispose of sharps in a safe
manner.

Observation on October 16, 2012, at 8:56 am., in
resident #35's room, revealed Licensed Practical
Nurse {LPN) #1 administered Trusopt (eye drops
for glaucomay) to each eye and the dropper was
placed in the residents tear duct at instillation
without clearing the dropper between
administartion of the drops to the eyes,

Review of facility policy Eye Drop Administration
dated January 2007, revealed "...0o not touch
eye with dropper. "

October 16, 2012, at 9:00 a.m.. in the 200
hallway, confirmed infection contro! practice was
not followed during instiliation of eye drops.

Interview with the Licensed Practical Nurse #1 on

F 441
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